A 44-year-old male with no significant past medical history self-presented to a community urgent care (UC) complaining of a four day history of shortness of breath, made worse by exertion. Three weeks prior to presentation, the patient underwent arthroscopic surgery on his left knee, and was then sedentary for two weeks following the procedure. He also reported that he travels long distance by car two to three times a week for work, as well as a recent plane trip. His presentation and history made clinicians concerned for pulmonary embolism (PE), so he was transferred to the neighboring emergency department (ED) associated with the UC.
: Axial CTA showing a massive pulmonary thromboembolism with right heart strain. 
DISCUSSION
A PE is a venous thromboembolism (VTE) in the pulmonary vasculature that occludes blood flow, sometimes leading to sudden death. It is estimated that between 500,000 and 600,000 people in the United States are diagnosed with a PE each year causing 200,000 to 300,000 resultant deaths. Pulmonary embolism is the third leading cause of cardiovascular disease, with an incidence of 1-2 per 1000 individuals [1] . Presenting symptoms of PE most often include tachycardia, tachypnea, dyspnea on exertion, and chest pain. An extensive PE may also have a presentation of syncope, due to low cardiac output or hypotension. The most common risk factors for PE include advanced age (greater than 70 years), prior PEs, malignancy, recent lower limb surgery, chemotherapy, obesity, pregnancy, prolonged immobility, and exogenous estrogen therapy. Computed tomography angiogram is the diagnostic imaging test of choice, but a nuclear medicine ventilation perfusion scan may also be utilized [2] . A saddle PE, now more commonly termed a massive PE is a VTE so large that it straddles the primary pulmonary arterial trunk at the bifurcation which then causes strain on the right side of the heart [3] .
Treatment includes immediate anticoagulation, to prevent further incidence. Unfractionated heparin bolus followed by a continuous infusion is the gold standard treatment during hospitalization. Upon discharge from the hospital, oral anticoagulation is typically necessary for approximately 3-6 months while risk factors are addressed and a hypercoagulable workup is completed. In some cases, extended anticoagulation is necessary [2] .
CONCLUSION
This case report highlights the presentation, diagnosis, treatment, and advanced imaging of a man presenting to a UC unaware that he was experiencing a massive PE. A thorough history and physical exam allowed the UC provider to make the important decision to transfer the patient to the ED. Massive PEs are life threatening and cannot miss diagnoses. Pulmonary embolism should be included on the differential diagnosis for any patient presenting with symptoms of chest pain, dyspnea on exertion, tachycardia, and tachypnea, particularly if the patient exhibits any of the aforementioned risk factors.
Laypeople experiencing medical symptoms are expected to essentially self-triage when they decide for themselves whether to present to a primary care office, UC, or ED. While it is widely known that a large portion of the population inappropriately overutilizes the ED for nonemergent medical issues, many people make the opposite mistake and attempt to utilize UC centers with potentially life threatening symptoms because they wish to avoid the lengthy wait times associated with EDs [4] . In this case, UC clinicians quickly identified a patient complaining of shortness of breath as having risk factors for PE and transferred him to the ED where a massive PE with right heart strain was identified by CTA. 
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